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case:  A 62 year-old man with severe three vessel coronary artery disease underwent 4 vessel coronary artery bypass grafting (CABG) 3 months 
prior presented with persistent chest pain and cardiogenic shock. He was tachycardic to 110 bpm, hypotensive to 76/40mmHg with 2 mm ST 
elevation in lead AvR with diffuse ST depression, and troponin of 7.6 ug/L. 
Decision making: Emergent diagnostic coronary angiography was performed demonstrating closure of all bypass grafts and highly calcified 
left main lesion. The patient became unresponsive and he was intubated and CPR was initiated. He had multiple episodes of VT for which he was 
unable to be defibrillated out of and therefore an automated LUCAS CPR device was initiated. Cardiac surgery was consulted for emergent re-
do CABG, but he was thought to be a very high risk for operative mortality, therefore the decision was made to attempt to stent the SVG to RCA. 
During revascularization he underwent >70 minutes of CPR using LUCAS device and achieved systolic pressures of 100mmHg and an intra-aortic 
balloon pump was placed with diastolic augmentation time to sync with the LUCAS device. After successful revascularization of the SVG to RCA he 
was successfully defibrillated out of VT and achieved ROSC. A cooling catheter was placed with the intent of initiating therapeutic hypothermia, 
however the patient was responsive and was following commands and the decision was made to forgo cooling. He was supported in the ICU with 
hemodynamic support including IABP, inotropes for 10 days and then brought back to the cardiac catheterization laboratory due to rest angina 
for high risk complex bifurcation left main, LAD, and circumflex stenting using portable ECMO. He subsequently recovered with improvement in left 
ventricular function from 15% to 35% by echo and neurologic recovery on discharge.
Discussion: This case illustrates the importance of effective prolonged CPR with emergent culprit vessel revascularization to enable defibrillation 
and ROSC and the value of portable ECMO to achieve complete revascularization. This patient had very prolonged CPR and still had both 
hemodynamic and neurologic recovery. Further evaluation of outcomes in patients with prolonged CPR is needed.
